Objectives-This report describes in detail the measures of cognitive functioning administered in the Second Longitudinal Study of Aging (LSOA II) and proposes a three-category cognitive impairment variable for analysts' use that is derived from the individual measures.
Introduction
Cognitive impairment (CI) is an important risk factor for loss of independence, institutionalization, and death in the older population (1-3). Studies of factors related to outcomes including mortality, difficulties with daily activities, institutionalization, and health care utilization would be incomplete without a covariate describing cognitive functioning.
LSOA II was designed to describe the health trajectories of a nationally representative sample of persons 70 years of age and older from 1994-2000. LSOA II contains a wealth of data about physical and social functioning. The functioning measures include items concerning upper and lower body physical functioning and limitations in activities of daily living (ADL) and instrumental activities of daily living (IADL) as well as questions about engagement in social activities. Cognitive functioning is of key importance in maintaining independence in these activities (4, 5) . Measures of cognitive functioning were included in Waves 2 (1997-1998) and 3 (1999-2000) of LSOA II.
This report has three main goals. First, the cognitive functioning measures administered in Waves 2 and 3 of LSOA II are described. Because the selfreported and proxy-reported cognitive functioning questions used in the survey are subsets of the original TICS and IQCODE instruments, the questions are examined in some detail that includes discussion of scoring, reliability, and construct validity. Next, a method is described for constructing a succinct, three-category summary CI variable that is created from the self-respondent and proxy-respondent measures. Finally, the prevalence of CI as measured by the summary variable is described, and its construct validity is examined. This aggregate measure of CI allows researchers to use self-respondent and proxy-respondent cognitive data in the same analyses, thereby reducing selection bias, and to use the largest sample size possible in analyses where CI plays an important role.
Description of LSOA II
LSOA II comprises three interviews: the baseline contact and two follow-up telephone interviews, conducted approximately two years apart. The baseline interview, known as the Second Supplement on Aging (SOA II), was administered as part of the 1994 National Health Interview Survey (NHIS). NHIS is a continuous, nationally representative survey of the civilian noninstitutionalized population with more than 100,000 persons per year in approximately 40,000 households (6). In 1994, NHIS included a supplemental disability survey. Phase I of the National Health Interview Survey on Disability (NHIS-D) was conducted along with the core 1994 NHIS interviews, whereas Phase II of NHIS-D was conducted as a follow-up approximately 7 to 17 months later from 1994 through 1996. The SOA II interviews were administered to all consenting 1994 NHIS respondents who were 70 years of age and older (n = 9,447) at the time of the NHIS-D Phase II survey.
LSOA II contains a wealth of information from these other surveys-the 1994 NHIS core and NHIS-D Phases I and II. The SOA II instrument is extensive and covers a wide variety of topics, including questions about concentration, forgetfulness, and senility. More formal measures of cognitive functioning were added at the Wave 2 and 3 follow-up interviews.
Wave 2 interviews took place during [1997] [1998] . Interviews, including 938 conducted with a next of kin or caretaker of deceased respondents, were obtained for 7,998 respondents, which is 85% of eligible persons with an SOA II interview. Wave 3 was administered from 1999-2000. At Wave 3, 6,465 interviews were obtained, covering 76% of eligible respondents. Of these interviews, 906 were conducted with a decedent informant. The follow-up instruments administered at Waves 2 and 3 captured information about cognitive functioning from self-and proxy respondents. Cognitive functioning measures were not obtained from persons who completed selfadministered mail questionnaires (n = 706) nor from persons who ended the interview prior to the cognitive functioning section (n = 148). After these exclusions, Wave 2 included 4,959 persons with self-reported cognitive functioning data and 1,830 persons with proxy-reported cognitive functioning measures, 799 of which were decedent interviews. Persons with proxy-provided cognitive measures in Wave 2 were older, were less educated, had more ADL and IADL limitations, and were more likely to be male than persons with self-reported cognitive functioning data (Table 1) . Persons with proxy cognitive data in Wave 2 reported poorer self-rated health and more forgetfulness in their baseline interview than persons with self-reported cognitive data at Wave 2. Persons with no cognitive functioning data at Wave 2 were also more likely to be male, older, and less educated and to report poorer self-rated health than persons with self-reported cognitive functioning data, but these associations were not as strong as in the proxy-and self-respondent comparisons. Wave 3 had 3,960 self-respondents with cognitive functioning data and 1,619 proxy respondents, of which 805 were for deceased subjects. Baseline characteristics of persons in these three groups in Wave 3 were similar to those for Wave 2.
Methods

Cognitive functioning measures in LSOA II
Cognitive functioning measures for self-respondents
The cognitive functioning measure for self-respondents (CF-SR) used in LSOA II is an 11-question, 22-point measure based on TICS (7). Exact wording of the questions is provided in the ''Technical Notes.'' TICS and a modified version, TICS-m (8), are widely used in studies of cognitive functioning; both have been well validated in the United States (9-11) and in other countries (12) (13) (14) . The main difference between the LSOA II measure and TICS is that LSOA II does not include the ''serial 7s'' subtraction item. In addition, the LSOA II CF-SR items are a subset of those used in the Health and Retirement Survey (HRS), first introduced in Wave 1 of the Asset and Health Dynamics Among the Oldest Old (AHEAD) study, thus providing an opportunity for crosswalk analyses between the two studies. Unlike the LSOA II measure, the HRS measure includes ''serial 7'' subtractions (similar to TICS) and, like TICS-m, a 10-word delayed recall (15). The LSOA II CF-SR measure tests memory, orientation, knowledge, and language and includes the following items:
1. A 10-word immediate recall (one question-10 points). 2. Naming the month, day, year, and day of the week (four questions-1 point each). 3. Two counting backwards items, first from 20 and then from 86 (two questions-2 points each).
4. Naming the ''prickly plant that grows in the desert'' and ''what people use to cut paper'' (two questions-1 point each).
Naming the President and Vice
President (two questions-1 point each).
Cognitive functioning measures for sample persons with proxy respondents
The LSOA II cognitive functioning measure for sample persons with proxy respondents (CF-PR) consists of nine questions from the short IQCODE (16). The original IQCODE has 26 questions. The questions are asked of a proxy informant and measure cognitive change rather than cognitive functioning. Jorm and his colleagues created a short IQCODE of 16 questions by retaining only the questions that had the highest reliability and validity and were least influenced by premorbid cognitive functioning (17).
Validity studies of IQCODE have compared it with cognitive tests such as the Mini-Mental State Examination (MMSE) (18), with clinical diagnoses of dementia (19, 20) , with autopsy results (21), and with changes in scores on cognitive tests over a period of years (22) . In studies that compared IQCODE and a cognitive test with a clinical diagnosis of dementia, IQCODE performed equally well or better at identifying persons with a clinical diagnosis of dementia, depending on the cut points selected (18, 19, 20) .
The nine items in LSOA II were chosen from the short IQCODE. The exact wording is provided in the ''Technical Notes.'' Each item asks about change in a particular cognitive ability, such as the following: ''Compared with two years ago, how is (sample person) at: Remembering things about family and friends, such as occupations, birthdays, and addresses? Has this improved, not much changed, or gotten worse?'' A five-item Likert scale from 1 (much improved) to 5 (much worse) was used for each item, and the nine questions were summed and divided by nine resulting in a score ranging from 1 to 5. A higher score indicates that the sample person's cognitive abilities have worsened over time, capturing the progressive nature of dementia.
The original IQCODE asks proxy respondents about change in the sample person's cognitive abilities over the past 10 years. In LSOA II, the recall period was modified. Proxy respondents were asked about cognitive change in the 2-year period since the previous interview for live sample persons or change from the previous interview until approximately one month before death for deceased sample persons. The version of IQCODE used in HRS also asked about a 2-year recall period.
Methods for handling missing items
Imputation of missing items in the cognitive functioning measures for self-respondents Out of the 4,959 respondents in Wave 2 with CF-SR data, 732 respondents answered ''I don't know'' to at least one question, and 169 respondents refused to answer one or more of the questions. ''Don't know'' answers were coded as incorrect answers. Of the 732 persons with ''don't know'' answers, 89% answered ''don't know'' to only one or two questions. Determining how to code refusals was more complicated. Following the lead of Herzog and Wallace using the AHEAD data (15), the characteristics of persons who had refused to answer a particular question were compared with the characteristics of persons who had answered that question ( Table 2 ). The respondents who refused were more similar in all the characteristics examined in Table 2 to persons who had received low scores (i.e., performed poorly) than to persons with middle or high scores. Given the bias that would be introduced in the data by excluding persons who refused to answer, low scores were imputed to the refused questions and retained in the dataset. Researchers from HRS and AHEAD and from the earlier Epidemiologic Catchment Area Program, among others, handled refusals in a similar manner (15, 23) . Scores for refusals were imputed separately for the group that was 70-74 years of age at baseline and those who were 75 years of age and older at baseline. The refusals were assigned the score of the 10th percentile of all the persons who answered the particular item. The same process was followed to impute scores for refusals in Wave 3.
Missing items in cognitive functioning measures for sample persons with proxy respondents
Missing items were less common in the Wave 2 CF-PR data than in the Wave 2 CF-SR data. Among proxy respondents for live sample persons, 83 persons (8%) answered ''don't know'' to at least one question compared with 14% of self-respondents. Among proxy respondents for deceased sample persons, 108 persons (13%) answered ''don't know,'' a similar percentage to self-respondents. Refusals were rare among proxy respondents. Only 9 of the 1,830 proxy respondents refused to answer at least one of the IQCODE questions. The percentage of ''don't know'' answers in the Wave 3 proxy data was slightly smaller than in the Wave 2 proxy data, and refusals were equally rare.
''Don't know'' and refusals were scored as ''missing.'' Following the example of other users of IQCODE (24), when averaging the total score, the scores of the individual IQCODE questions were summed and the total was divided by the number of questions answered. When informants answered fewer than five of the nine IQCODE items, the total score was coded as ''missing.''
Evaluation of individual cognitive functioning measures Cognitive functioning measures for self-respondents
In this section, mean scores on separate items and correlations between items are examined. Then, the psychometric properties of LSOA II CF-SR and its construct validity are described. These explorations were conducted on the data from Waves 2 and 3, but the Wave 2 results are highlighted here. The mean score on the 10-word recall was 4.5, standard deviation 1.9. The proportion of the self-respondents knowing the full date correctly was 75%. The proportion that answered the common knowledge and language items correctly ranged from 79.5% for those who knew the Vice President's name to 98.3% for those who could name ''scissors.'' The product-moment correlations of the items making up the LSOA II's CF-SR measure were examined. Most items had product-moment correlations of 0.15-0.25 with the other items in the cognitive measure, and all correlations were significant at p < 0.0001. The most highly correlated items were 1) knowing the correct year and month (r = 0.38), 2) the ability to name the President's and Vice President's names (r = 0.36), and 3) counting backwards from 20 and counting backwards from 86 (r = 0.35). The lowest correlations were among naming scissors and all other items. The ''scissors'' item correlated poorly with other items in the HRS measures as well (15), likely because almost all respondents named ''scissors'' correctly.
Similar to TICS-m (8), the scores on the LSOA II's CF-SR measure exhibited a near-normal distribution with a tail on the left where the most impaired respondents' scores fell. The advantage to this distribution, as compared with one with a ceiling effect such as that associated with MMSE, is that TICS-m can distinguish between persons at both ends of the cognitive functioning spectrum (11). The unweighted mean total score for the Wave 2 measure (out of a total possible score of 22) was 14.95, with a standard deviation of 3.26. In Wave 3, the unweighted mean score was 14.82 and the standard deviation was 3.33. The weighted mean scores were 15.03 in Wave 2 and 14.92 in Wave 3.
To test the reliability or internal consistency of the measure, Cronbach's alpha was calculated, which was 0.71 in Waves 2 and 3. An alpha value of 0.70 or greater is generally considered reliable (25). Among the 3,499 persons who had CF-SR scores in Waves 2 and 3, the mean score was 15.57 in Wave 2 and 15.09 in Wave 3, which may measure an expected decline in cognitive functioning over the 2-year period.
To assess construct validity, t-tests and tests for trend were used to examine the differences in the mean cognitive score for subgroups based on characteristics known to be associated with cognitive function, including age, education, self-rated health, self-rated memory, and difficulty with IADL (Table 3) . IADL difficulty was chosen because many IADL items have important cognitive content-for example, managing money and managing medication. The cognitive score was related to each variable in the expected direction. Mean CF-SR scores decreased with age, ranging from a mean of 15.8 among persons 72-74 years of age to a mean of 13.3 among persons 85 years of age and older. Mean scores increased with increasing years of education. Respondents with 8 or fewer years of education had mean cognitive functioning scores of 12.5, whereas the mean score of persons with more than a high school education was 16.1. Persons who rated their own health and memory as fair or poor were significantly more likely to have a lower cognitive functioning score than persons who rated their memory and health as good, very good, or excellent. Persons with IADL difficulties were also more likely to have low cognitive scores.
Cognitive functioning measures for sample persons with proxy respondents
Using weighted estimates, 44% of Wave 2 sample persons and 39% of Wave 3 sample persons with proxy interviews had an IQCODE score of 3 (''not much change'' in the sample persons' cognitive abilities in all nine areas). Only 2.8% in Wave 2 and 3.5% in Wave 3 had an average IQCODE score of less than 3, indicating improvement in memory. Proxy respondents reported that sample persons were ''much worse'' in all areas (an IQCODE score of 5) for 4.1% (Wave 2) and 5.1% (Wave 3) of sample persons with proxy interviews. The median score in Wave 2 was 3.1, whereas the mean was 3.5. In Wave 3, the median score was 3.2, and the mean was 3.5.
Cronbach's alpha for the LSOA II version of IQCODE was 0.91 or 0.92, depending on the wave and whether the sample person was alive or dead. This very high alpha coefficient is consistent with the 0.93-0.95 range found for the original IQCODE. In the 618 persons who had proxy measurements in Waves 2 and 3, the correlation between the scores was 0.63. The mean score in Wave 2 was 3.53, and in Wave 3 it was 3.60, meaning that greater cognitive decline was reported in Wave 3.
To assess construct validity, the differences in the mean IQCODE score were tested for subgroups based on characteristics known to be associated with cognitive function, including age, education, proxy-rated memory, and IADL difficulties (Table 3) . Consistent with the TICS-derived CF-SR measure, older age was associated with more cognitive decline as measured by the proxy-reported IQCODE score. Unlike the results demonstrated with the CF-SR measure, however, no relationship existed between Wave 2 IQCODE score and education. This is consistent with other studies using IQCODE (17,26), which was designed specifically not to be affected by the study subject's educational level (16, 17) . Using the IQCODE score, greater cognitive decline was seen for the white population than for other races and for women than for men, the opposite of the findings for self-respondents. The relationship between proxy-rated memory at Wave 2 and IQCODE score was strong and was in the expected direction. The relationship between IADL difficulties and IQCODE score as reported by proxy respondents for live sample persons was also significant. Proxy respondents for deceased sample persons were not asked about IADL difficulties at Wave 2. Worse memory and fair or poor health were associated with greater cognitive decline reported by the Wave 2 proxy respondents.
The proxy interview for live sample persons contained an item capturing the reasons a proxy respondent was needed. The relationship between the reasons given and the IQCODE score was congruent. For example, sample persons who needed a proxy because of a hearing problem had a mean IQCODE score of 3.38, whereas those who needed a proxy because of poor memory had an IQCODE score of 3.93, indicating more cognitive decline in this group (data not shown).
Summary CI indicator Background
The measure for self-respondents and the measure for sample persons with proxy respondents used in LSOA II assess two different concepts. The former is a test of cognitive functioning, whereas the latter measures cognitive change; however, as described above, IQCODE and TICS have been shown to identify cases of clinically-diagnosed dementia. Because of the importance of CI and the systematic bias that is introduced when analyses include only self-or only proxy respondents, a variable summarizing the two measures may be valuable.
A categorical variable with three levels is proposed: probable CI, possible CI, and no CI. This variable is a succinct, aggregate measure of CI, allowing analysts to use data from self-respondents and sample persons with proxy respondents and thereby the largest sample size possible in investigations related to CI.
Many studies have used TICS, TICS-m, or some modification of these, and many different cut points for CI have been suggested (7, 11, 27, 28) . Cut points for the CF-SR measure were chosen in this study on the basis of this literature: scores of 0-9 as probable CI (CI), scores of 10 or 11 as possible CI, and scores of 12 or more as no CI. The largest part of any misclassification is expected to have occurred in the middle, ''possible,'' group.
In a 2004 review of the IQCODE measure and its psychometric properties and validity, Jorm reported that cut points for dementia in persons living in community settings were generally in the range of 3.3-3.6, whereas, the range has been higher, 3.4-4.0, in patient samples (24). In a validity study in a community cohort of persons aged 70 years and older, Jorm and colleagues categorized participants into five groups based on the IQCODE score (22): improved, no change, slight decline, moderate decline, or severe decline. On the basis of this study, LSOA II CF-PR scores ranging from 1 to less than 3.5 were treated as no CI, 3.5 to less than 4 (Jorm et al.'s ''moderate decline'' group) as possible CI, and 4 to 5 (Jorm et al.'s ''severe decline'' group) as probable CI.
This three-level variable indicating CI is thus available for all sample persons who completed the cognitive functioning questions, all live sample persons with a proxy interview, which includes answers to the IQCODE questions, and all dead sample persons with a proxy interview including answers to the IQCODE questions. The number of respondents in Wave 2 with a value for the constructed CI variable is 6,789, or 72% of the persons with an SOA II interview and 85% of those interviewed in Wave 2. In Wave 3, 5,579 persons, 86% of those interviewed, have a combined CI variable.
Results
As a validity check on the combined CI variable, levels of CI in LSOA II were compared with the results from other studies. Table 4 compares probable CI from LSOA II with estimates of probable CI or dementia from two other general population surveys: the 1998 HRS and the 1994 National Long Term Care Survey (NLTCS) (29). The prevalence rates of probable CI are similar in LSOA II and HRS, both among sample persons who were self-respondents and among those with proxy respondents. The rates of probable CI by sex as well as the age-specific rates do not differ significantly between the two studies. Estimates of probable CI based on the self-reported LSOA II data appear slightly larger than estimates of dementia from NLTCS, but the 95% confidence limits around the rates overlap. Table 5 compares estimates of possible and probable CI in LSOA II on the basis of self-and proxy-reported data, with rates of mild through severe dementia as measured in three population-based studies that used clinical examinations to diagnose dementia (30) (31) (32) . Unlike the comparisons with other surveys' results, the LSOA II estimates are generally lower than those from the studies using clinical diagnoses, particularly in the older age groups 80-84 years and 85 years and older. Studies using clinical examinations to diagnose dementia are generally more sensitive and thus are more likely to identify milder cases than studies using survey-based indicators, particularly among high functioning persons.
Comparing the proportions in each LSOA II CI category with prevalence rates of CI from other studies does not indicate whether persons have been classified correctly, but it does allow comparisons with expected prevalence rates by characteristics such as age and sex. In order to examine the issue of classification or construct validity, the association of Wave 2 CI was examined as measured by the three-category variable with age, education, sex, race, self-or proxy-rated health status, selfor proxy-rated memory, and IADL difficulties (Table 6 ). Persons with probable CI were significantly different in expected ways from persons with no CI. Persons with probable and possible CI were more likely to be older, less educated, and black or another minority race and to report worse health and memory and more IADL difficulties than persons with no CI. Persons with probable CI were more likely to be women than persons with no CI, but persons with possible CI and persons with no CI did not differ by sex.
Discussion
The instruments used to measure cognitive functioning and cognitive change in LSOA II are based on frequently used and well-validated measures-TICS and IQCODE. The subsets of questions used in LSOA II retain many of the good psychometric properties of the original instruments.
The TICS-based measure shows good content validity. As has been seen in other studies using brief cognitive tests (33,34), test scores decreased with age and increased with higher levels of education. As expected, those with lower scores also reported more difficulties with IADL and rated their general health and their memory worse than those with higher scores did.
The IQCODE-based measure shows good content validity as well. Cognitive decline (indicated by a higher score) was associated with age, lower proxyrated health and memory, and more IADL difficulties. No relationship existed between education and IQCODE score, which replicates the findings of other studies using IQCODE (16, 26) .
Although informant questionnaires such as IQCODE and cognitive tests such as MMSE or TICS have been shown to identify clinically-diagnosed dementia with similar sensitivity and specificity (18), the two types of measures introduce different sources of bias. The key clinical element in dementia diagnosis is global deterioration in cognitive functioning (35). Welleducated persons may perform relatively well on a one-time cognitive test, such as TICS, despite having deteriorating cognitive functioning, and would thus be a source of false negatives. The IQCODE results may be affected by the relationship between the informant and the sample person. The shortened recall period of 2 years, used in LSOA II, may also be a source of bias, missing cases that have been stable over the last two years. However, given the progressive nature of most subtypes of dementia (35), this is unlikely to be a major cause of misclassification. Even pure vascular dementia, which represented only 9% of dementia cases in one community-based autopsy study (36), may be progressive because of multiple infarcts (37).
In epidemiologic studies, losses to follow-up and other sources of missing data create the possibility of bias. In LSOA II, persons with the self-reported cognitive measure are younger, healthier, and better educated than the rest of the sample. Persons with proxy measures are older, less healthy, and less educated than the rest of the sample. Sample persons with missing data for both cognitive measures are older than the persons with CF-SR measures, but younger than those with CF-PR measures; they are less healthy than persons with CF-SR measures but more healthy than those with CF-PR measures. Because the characteristics of persons with no cognitive measures form a middle ground between the CF-SR and CF-PR extremes, their absence is less likely to cause a systematic bias.
Researchers conducting analyses that use only self-respondents or only persons with proxy respondents will probably find using the continuous score for the TICS-based or IQCODE-based measure is the best choice. Many researchers, however, will want to take advantage of the full sample. For this reason, cutoffs have been proposed for each measure that will allow a combined cognitive status variable to be used.
Previous studies have compared the use of a brief cognitive test, usually MMSE (38), (on which TICS is based) with the use of an informant questionnaire, generally IQCODE (18, 39) . Despite the differences between them, the two instruments were generally equally effective at identifying dementia as measured by clinical examination. The results of these studies support the idea that these measures can be used in conjunction to identify CI.
Comparisons of LSOA II agespecific CI prevalence rates with rates from HRS and NLTCS found no statistically significant differences. A different pattern emerges when CI rates from LSOA II are compared with dementia rates from studies that used clinical examinations to reach a diagnosis. The rates of CI from LSOA II, probable and possible combined, are lower than those from studies with clinical examinations. One of the greatest challenges in using survey methods rather than clinical examinations may be in the identification of mild CI. Better identification of persons with mild CI may explain much of the difference in rates between studies that used clinical examinations to identify cases and those that relied solely on questionnaires.
A major limitation of this work is that the cut points chosen for the three-level categorical variable have not been validated for the subset of TICS and IQCODE items that was used in LSOA II. LSOA II does not have the clinical data that would be necessary to investigate thoroughly the validity of these cut points. Our results suggest, however, that using a shorter version of TICS and IQCODE did not compromise the ability of the instruments to identify persons with CI. Despite the exclusion of the ''serial 7'' subtractions and the delayed word recall (items associated with significant respondent burden), the prevalence rates from Wave 2 of LSOA II were similar to those found in the 1998 HRS. The prevalence rates of CI in sample persons with proxy respondents were also similar, although HRS used the full 16-item short IQCODE and LSOA II used a shorter 9-question version. Two Asian studies using even shorter versions of the IQCODE have also shown high screening accuracy for dementia (40, 41) .
This report demonstrates that the LSOA II self-respondent and proxyrespondent cognitive functioning measures, despite using subsets of the original instruments' questions, have good construct validity and produce similar prevalence rates to those found in other studies using survey methodology. Combining the two types of measures into a categorical indicator of CI has also been shown to be feasible, and the indicator demonstrates good construct validity. Using the categorical CI variable will improve future analyses by reducing selection bias and improving generalizability to the entire noninstitutionalized population with CI. As researchers make continued use of LSOA II measurements, particularly in examining the value of this cognitive status indicator as a predictor for known outcomes such as mortality and institutionalization, further evidence on its usefulness will accrue. Includes the following 10 difficulties: walking a quarter mile; walking up 10 steps; standing for 2 hours; sitting for 2 hours; stooping, crouching, or kneeling; reaching over head; reaching out as if to shake hands; using fingers to grasp or handle; lifting or carrying 25 pounds; and lifting or carrying 10 pounds.
2
ADLs includes the following seven difficulties: bathing or showering, eating, dressing, getting in or out of beds or chairs, walking, using the toilet, and getting outside. IADLs includes the following eight difficulties: preparing meals, shopping for groceries, managing money, using the phone, doing heavy housework, doing light housework, getting outside, and managing medication. Scores from proxy respondents are for both living and deceased sample persons. Scores from proxy respondents for living and deceased sample persons were similar.
3
Scores range from 1-5. A score of 3 means no change. A higher score means greater cognitive decline.
4
Does not include data from proxy respondents for dead sample persons because data on IADLs at Wave 2 were not gathered in the next of kin interview.
5
IADLs includes the following eight difficulties: preparing meals, shopping for groceries, managing money, using the phone, doing heavy housework, doing light housework, getting outside, and managing medication.
NOTES: LSOA II is Second Longitudinal Study of Aging. SE is standard error. IADL is instrumental activities of daily living. 
